Purpose and Methods Adherence to Mediterranean diet (MedDiet) is associated with the prevention and management of type 2 diabetes mellitus (T2DM). However, in intervention studies, there is discordance in the interpretation of a MedDiet. The purpose of this paper was to examine, synthesize, and develop a narrative review, exploring the qualitative differences in the interpretation of a modernized MedDiet prescribed as an intervention in clinical trials for the management of T2DM, and how closely this aligns with a traditional MedDiet. The 'traditional' MedDiet is often described as a dietary pattern high in unprocessed plant foods (fruits, vegetables, legumes, nuts, wholegrain cereals, and olive oil); moderate consumption of wine; low moderate in fish/shellfish; and an infrequent consumption of red meat, animal fats, vegetable oils, and processed foods. Results and Conclusions Synthesis of the reviewed literature demonstrates considerable variation in the qualitative interpretation of a MedDiet. We also identified inadequate reporting of MedDiet interventions, despite a number of studies referring to their intervention as a 'traditional' MedDiet. The majority of studies emphasized the same key dietary components and principles: an increased intake of vegetables, wholegrains, and the preferential consumption of white meat in substitute of red and processed meat and abundant use of olive oil. However, the reporting of specific dietary recommendations for fruit, legumes, nuts, bread, red wine, and fermentable dairy products were less consistent or not reported. Irrespective of the discordance in the interpretation of a MedDiet, a number of studies included in the present review reported improved glycaemic control and favorable cardiovascular outcomes with adherence to a Mediterranean-style diet. Nevertheless, greater clarity and depth of reporting amongst intervention studies is warranted for the refinement of a modernized MedDiet definition that is distinct from a prudent dietary pattern.
Introduction
The global rise of type 2 diabetes mellitus (T2DM), running parallel with increasing rates of overweight and obesity, now dominates population health priorities across most western countries. Of greatest concern is the potential threat for a decreased quality of life, increased morbidity, and the subsequent economic impact associated with healthcare services utilized by patients with T2DM. The impact of urbanization coupled with economic growth has contributed to an 'obesogenic' environment favoring a rise in caloric consumption, sedentary behavior and a decline in overall diet quality [1, 2] .
Lifestyle reforms, in particular weight loss and physical activity interventions, are cornerstones for the general management of patients with T2DM [3] [4] [5] . Recent evidence investigating dietary patterns and diet quality has now immerged as important contributors in the prevention, management, and risk of T2DM [2, 6, 7] . Over the past several decades, research on dietary intake and its relationship with disease has shifted from the study of individual nutrients or single foods, to the evaluation of whole-dietary patterns, as a determinant of disease risk [8] . A Mediterranean diet (MedDiet) is a dietary pattern that fits well within the current paradigm of assessing dietary patterns rather than isolated foods or nutrients. Moreover, the MedDiet is an example of a dietary pattern that provides evidence for an association between diet quality, healthy aging and disease prevention [9] [10] [11] [12] [13] [14] [15] .
The efficacy of a Mediterranean-style diet for the dietary management and prevention of T2DM is now one of the most widely investigated dietary patterns [6, 12, 15] . However, assessing adherence to a MedDiet is challenging given the discrepancy amongst criterion cutoffs and the scoring systems of tools that are available to assess dietary adherence. Although the MedDiet has been described similarly for several decades, there are disparities in the definition and interpretation of a MedDiet within the scientific literature. One reason for this may be associated with social, political, religious, agricultural, and economic differences within the different countries of the Mediterranean Basin [6] . In addition, in intervention studies, there may be differences in the interpretation of a MedDiet from a qualitative and quantitative perspective. The lack of consistency in the operationalisation of a consensus definition has the potential to limit the understanding of the mechanisms associated with the proposed health benefits of the MedDiet [16] . A potential approach to address this is to explore differences in the prescription of the MedDiet in clinical intervention studies and draw comparisons to a more 'traditional' or 'criterion' MedDiet. This may facilitate the adoption of a more universal definition, combining modern and traditional interpretations of the MedDiet, with the view of establishing a clear definition of the MedDiet which could be used in the methodology of future intervention studies that are comparable with each other [16] .
The purpose of this review is to explore qualitative differences in the prescription of a MedDiet that has been assessed for its efficacy as an intervention strategy for the management of T2DM, and how closely this aligns with a traditional MedDiet. Peer-reviewed literature included in this narrative review was identified through searches of publications listed in electronic databases including MEDLINE, EMBASE, OVID, and PubMED. All electronic databases were searched commencing in January 2017 ceasing in September 2017. Searches were limited to full-length articles, written in the English language, men and/or women with a confirmed diagnosis of T2DM. All studies included in the present review were randomized control trials (RCTs) investigating the efficacy of a MedDiet in participants with T2DM. Prospective observational studies, cross-sectional studies, letters, opinions, editorials, abstracts, dissertations, and review papers were excluded. Titles and abstracts of articles were examined using the following key words: "Mediterranean diet", "Mediterranean-style diet", "Type 2 diabetes", "Type 2 diabetes mellitus", and "Diabetes". Given that the primary purpose of this review was to examine historical differences between a traditional MedDiet against those presently prescribed in intervention studies, this review only included studies that prescribed a whole MedDiet pattern in the intervention rather than individual constituents of the dietary pattern. For the purpose of proposing a public health recommendation, we will also briefly report on the results for all primary outcomes for each of the reviewed studies.
The traditional Mediterranean diet
The traditional MedDiet is the dietary pattern prevailing among the people of the olive growing regions of the Mediterranean basin before the mid-1960s. The pioneering Seven Countries Study suggested that this dietary pattern was associated with reduced risk of coronary heart disease relative to northern European countries and the United States after a 25-year follow-up [17, 18] . The proposed health benefits of the MedDiet, and its identity, can be partly attributed to the consumption of traditional foods, which are critical components of this dietary pattern. Consumption of a wide variety of fresh and local products coupled with traditional culinary activities and conviviality, represents the cornerstone of a traditional MedDiet pattern [19] . Moreover, the term 'traditional' has been used to describe the habitual practices and time-honored behaviors related to food consumption, harvesting, and traditional culinary techniques [19, 20] . The socio-cultural component of a traditional MedDiet is also fundamental, where identification of the symbolic meaning of food has led to the creation of strong links between local food, local heritage and cultural identity [19] . Furthermore, there are a number of non-nutritional aspects, indirectly associated with eating behaviors, including physical activity, social, cultural, economic, and environmental features, all of which have been suggested to contribute to a traditional MedDiet pattern [19] . For these reasons, there is no single MedDiet as there are a number of countries along the Mediterranean basin. However, irrespective of variations in social, political, religious, agricultural, and economic differences amongst these regions, a high consumption of unprocessed foods of a plant based origin including fruits, vegetables, legumes, nuts, wholegrain cereals; olive oil as the major culinary fat source; fish and poultry consumed in low-moderate quantities; moderate consumption of wine (typically with meals only); and an infrequent, and low, consumption of red meat, dairy products (with the exception of long-preservable cheeses), animal fats and discretionary foods were considered important characteristics of this dietary pattern [21, 22] . Despite differences in cuisine and dishes traditionally consumed across different countries of the Mediterranean Basin, the traditional dietary patterns of Crete, much of the rest of Greece and Southern Italy in the early 1960s is often described in the literature as the 'traditional' MedDiet, representing a frugal dietary pattern followed by poor rural societies [21] [22] [23] [24] [25] . For the purpose of the present review, we identified 15 dietary constituents which define the traditional dietary behaviors of inhabitants of the Mediterranean basin in the early 1960s [26, 27] (see Table 1 ).
Prescription of Mediterranean diet interventions in comparison with a traditional Mediterranean diet

Study characteristics
Of the 198 citations initially retrieved through the search strategy, a total of 45 articles were maintained for a second round of screening. After reading the full-text articles, a second round of screening removed a further 34 articles. The reasons for the rejection of articles in are identified in Fig. 1 .
A total of 11 full-text articles published between 2003 and 2017 were identified, and fulfilled the search criteria for this review. However, 7 of the 11 full-text articles were duplicate publications: one study was reported on four occasions in separate articles [28] [29] [30] [31] and one study was reported on three occasions in separate articles [32] [33] [34] . Therefore, a total of six studies were included in this narrative review (see Table 2 ). Two studies originated from Israel [35] with one study coming from Italy, Spain, Australia, and the United States of America. Sample sizes ranged from 24 to 279 participants. All six studies were RCTs involving study participants with either newly diagnosed T2DM [31] or patients with well-controlled T2DM [34] [35] [36] [37] [38] .
A total of four studies [31, [36] [37] [38] adopted individual dietary counseling for the delivery of the MedDiet intervention. Itsiopoulos et al. [37] further reported that study participants were provided with traditional recipes sourced from Cretan cook books published during the 1960s. Moreover, participants also received the majority of foods (~ 70%) from the intervention diet. Gepner et al. [35] adopted group counseling sessions for the delivery of the MedDiet intervention; whereas the study conducted by Toobert et al. [34] used a Mediterranean Lifestyle Program (MLP) to evaluate the efficacy of a comprehensive behavioral risk factor reduction program for postmenopausal women with T2DM using a combination of group and individual counseling sessions. However, the dietary component of the MLP was an individualized protocol to optimize blood glucose and lipid profiles [34] . As a component of the MedDiet intervention, two out of six studies [31, 38] advocated for caloric restriction. Esposito et al. [31] restricted energy intake to 1500 kcal/ day for women and 1800 kcal/day for men. Caloric restriction in the study conducted by Elhayany et al. [38] , however, was based on participant body weight (i.e., 20 kcal/kg body weight). Control diets varied across all studies. Esposito et al. [31] and Ceriello et al. [36] included a standard low-fat diet whereas Elhayany et al. [38] included a lowfat diet previously recommended by the American Diabetic Association (ADA). Participants randomized to the control arm in the study conducted by Itsiopoulos et al. [37] were advised to follow their habitual dietary behaviors, whereas participants randomized to the control group in the investigation by Toobert et al. received no additional intervention beyond usual care from their physicians [34] . In the study conducted by Gepner et al. [35] , all participants received a MedDiet intervention; however, participants were randomly allocated to receive either 150 ml mineral water, white wine or red wine with dinner for a duration of 2 years to assess the cardiometabolic effects of moderate alcohol consumption, independent of diet.
Across the 11 full-text articles, primary endpoints included glycemic control (HbA1c) [31, 34, [36] [37] [38] , lipid profiles [31, [34] [35] [36] [37] [38] , endothelial functioning [28, 36] , and inflammatory status [29, 36] .
Dietary intervention recommendations
Five of six studies [31, [34] [35] [36] [37] included general recommendations in their prescription of a MedDiet which included an increased consumption of vegetables and wholegrains, a reduction in red meat which was replaced with poultry, fish or seafood and the use olive oil as the principal dietary fat source. Despite general recommendations of promoting an increase in consumption of vegetables and wholegrains, only three studies [34, 36, 37] specified the type and variety of vegetable consumption and two studies [34, 37] specified the type and variety of wholegrain consumption. Moreover, MedDiet interventions conducted by Esposito et al. [31] and Gepner et al. [35] reported the same recommendations for the prescription of olive oil (30-50 g/day). Itsiopoulos et al. [37] prescribed a greater consumption of olive oil (75 ml/day) in their MedDiet intervention. In contrast, the quantity of olive oil was not reported by Ceriello et al. [36] and Toobert et al. [34] . Rather, participants across both studies were advised to preferentially use olive oil in abundance as the principal dietary fat source. In addition to these general recommendations, two studies included recommendations around increasing the consumption of legumes [34, 36] and three studies included nuts as a component of the MedDiet intervention [35] [36] [37] . Furthermore, three of six studies [34, 36, 37] Cross-sectional/observational study design (n = 9)
Other language (n = 3) Fig. 1 Results of the search strategy for the retrieval of reviewed articles consumption of fruit as a component of the MedDiet intervention. Only one study [37] reported on the inclusion of red wine, olives, herbal tea and coffee as a component of the MedDiet intervention. No studies reported specific recommendations and guidelines for fermented dairy products, herbs and spices. A qualitative description of the MedDiet intervention conducted by Elhayany et al. [38] was not reported. Few studies were prescriptive with their dietary recommendations. Two of six studies [36, 37] included qualitative descriptions of the dietary pattern coupled with quantitative dietary targets per day. The MedDiet intervention recommended in the study conducted by Ceriello et al. [36] was akin to the intervention prescribed in the Prevención con Dieta Mediterránea (PREDIMED) study [13] which included both positive (i.e., increased consumption) and negative (i.e., decreased or limited consumption) recommendations. Furthermore, the prescribed quantities of vegetables, fruit, legumes, nuts, and the two fundamental dietary principals related to preferential consumption of white meat in substitute of red and processed meat and liberal use of olive oil was reflective of a traditional MedDiet. Similarly, the dietary intervention prescribed by Itsiopoulos et al. [37] was based on a reconstruction of the traditional MedDiet, using qualitative dietary data reported in the Seven Countries Study [27] . Three of six studies [34, 36, 37 ] also described and promoted important traditional culinary practices in their MedDiet intervention including the consumption of a wide variety of foods, in particular different colored fruits and vegetables. Specifically, a component of the MedDiet intervention conducted by Ceriello et al. [36] recommended regular consumption of Sofrito, a traditional sauce made with tomato, onion, garlic and aromatic herbs, slowly simmered with abundant olive oil, often consumed with vegetables, pasta or rice. Moreover, Ceriello et al. [36] , Itsiopoulos et al. [37] , and Toobert et al. [34] all promoted the consumption of a wide variety of colored vegetables, including cooked and raw, with the abundant use of olive oil for cooking and dressing vegetable dishes.
Three of six studies [31, 37, 38] reported on the macronutrient distribution of the MedDiet intervention. Interventions carried out by Esposito et al. [31] and Elhayany et al. [38] reported the same macronutrient distribution with 50% of caloric intake derived from carbohydrates, 30% from fat and 20% from protein. The study conducted by Elhayany et al. [38] also included a low carbohydrate Mediterranean (LCM) arm as a component of the intervention which provided 35% of caloric intake from carbohydrates, 45% from fat and 20% from protein. Furthermore, the investigators from this study also reported that a traditional MedDiet and the LCM diet only included low-glycaemic index carbohydrates in the intervention [38] . Similarly, the MedDiet intervention conducted by Itsiopoulos et al. [37] was higher in fat (40%), moderate carbohydrate (44%), lower in protein (12%), and provided moderate amounts of alcohol (4%).
Assessing adherence to a Mediterranean diet
Only one of the reviewed studies assessed adherence to a MedDiet using a validated diet quality index. Esposito et al. [31] monitored dietary compliance using the Mediterranean Diet Score (MDS) developed by Trichopoulou et al. [25] . Elhayany et al. [38] assessed compliance to the MedDiet intervention using a previously validated Food Frequency Questionnaire [39] . Three studies monitored compliance either by dietary checklist of daily foods consumed [36] or the use of a diet diary [34, 37] . The methodology used to assess dietary compliance to a MedDiet was not reported by Gepner et al. [35] .
Primary outcomes
Four of five studies [31, 34, 37, 38] reported on a reduction in HbA1c levels with adherence to a MedDiet intervention. In a long-term RCT involving n = 215 participants with newly diagnosed T2DM, Esposito et al. [31] reported greater improvements in HbA1c among participants randomized to a MedDiet intervention compared with those allocated to receive the standard low-fat diet [main effect: − 0.5 (95% CI − 0.6 to 0.4%; p < 0.001)] which was sustained over the 4-year intervention. Significant reductions in HbA1c were also observed in two longer-term interventions. In a 12-month intervention involving newly diagnosed participants with T2DM (n = 259), Elhayany et al. [38] reported greater reductions in HbA1c in participants randomized to receive a LCM compared with a low-fat diet previously recommended by ADA (− 2.0 and − 1.6%, respectively; p < 0.022). Toobert et al. [34] reported a 0.4% (p < 0.001) reduction in HbA1c at 6 months (mean difference) in postmenopausal women (n = 279) randomized to receive the MLP compared with usual care. In a 12-week cross-over trial, Itsiopoulos et al. [37] reported clinical and statistically significant reductions in HbA1c among participants randomized to receive an ad libitum MedDiet intervention compared with habitual dietary intake (habitual diet: 7.1%; 95% CI 6.5-7.7%; MedDiet: 6.8%; 95% CI 6.3-7.3%; p = 0.012). Although mean change scores were not reported, all participants had a mean HbA1c of 7.1% (95% CI 6.5-7.8%) at recruitment. Unlike the study conducted by Itsiopoulos et al. [37] , Ceriello et al. [36] reported no change in HbA1c levels following a 12-week MedDiet intervention.
Four of six studies [31, 34, 35, 38] reported on reductions in plasma lipids with a MedDiet intervention. During the first year of follow-up, Esposito et al. [31] reported a greater reduction in blood lipids among participants randomized to a MedDiet intervention; however, between group differences diminished over time, with HDL-cholesterol (HDL-C) showing the most sustained differences (data not reported). Toobert et al. [34] reported reductions in total cholesterol and triglycerides (TAGs) and an increase in HDL-C; however, these changes were not significant but favored the MLP group. Elhayany et al. [38] reported a greater reduction in TAGs in the LCM and traditional MedDiet groups compared with the low-fat diet previously recommended by ADA (LCM: − 1.3 mmol/l; traditional MedDiet: − 1.5 mmol/l; ADA: − 0.7 mmol/l; p = 0.001). Moreover, a significant increase in HDL-C was observed in participants randomized to the LCM when compared to the ADA diet (0.1 mmol/l ± 0.02; p = 0.002). However, this increase did not differ significantly from participants allocated to a traditional MedDiet [38] . Gepner et al. [35] also reported a small but significant increase in HDL-C in participants randomized to receive a MedDiet supplemented with red wine, compared with a MedDiet supplemented with mineral water (0.05 mmol/l; 95% CI 0.04-0.06 mmol/l; p < 0.001). Moreover after 2 years, the authors reported that the total cholesterol:HDL-C ratio further decreased in participants randomized to receive the MedDiet supplemented with red wine, compared with a MedDiet supplemented with mineral water ( 0.27; 95% CI −0.52 to −0.01; p = 0.039) [35] . The authors further reported that the corresponding lipid changes in the white wine group did not significantly differ from those in the mineral water group [35] . Both Itsiopoulos et al. [37] and Ceriello et al. [36] reported no significant differences in plasma lipids after 12-weeks of a MedDiet intervention when compared with the respective control diets.
Two studies reported on an improvement in endothelial functioning [28, 36] and a reduction in inflammatory markers [29, 36] with adherence to a MedDiet intervention. When compared to a standard low-fat diet, Ceriello et al. [36] reported that a MedDiet intervention significantly increased flow mediated dilatation (FMD) and decreased interleukin-6 (IL-6) concentrations. Similarly, Maiorino et al. [28, 29] reported that a MedDiet intervention significantly increased circulating endothelial progenitor cells (EPCs), preventing the progression of subclinical atherosclerosis and decreased circulating C-reactive protein (CRP) levels, thus dampening the inflammatory milieu associated with T2DM.
Discussion
We explored interpretative differences of modern MedDiet interventions used in patients with T2DM, and how closely these align with a traditional MedDiet of inhabitants of the Mediterranean basin in the early 1960s. We showed considerable variation in the qualitative interpretation of the dietary pattern, however, less so when macronutrient distributions were reported. We also found that the reporting of MedDiet interventions was somewhat inadequate, with the majority of studies providing only general recommendations, rather than specific qualitative descriptions or dietary targets.
All studies included in the present review identified their dietary intervention as a MedDiet; however, few studies encompassed all dietary components of a traditional MedDiet. Only the interventions prescribed by Ceriello et al. [36] and Itsiopoulos et al. [37] best reflected the traditional dietary pattern and practices of inhabitants of the Mediterranean basin in the early 1960s. These interventions also promoted important traditional culinary practices, including traditional slow cooking methods and recipes [36, 37] . Although the prescribed quantities of key food groups including vegetables, fruit, legumes, nuts, and olive oil were akin to a traditional MedDiet pattern, the MedDiet intervention conducted by Ceriello et al. [36] advocated a higher allowance for meat and fish consumption. However, such differences are likely attributable to a continual evolution of traditional dietary practices, evolving from generation to generation in response to social, cultural, economic, environmental and historical circumstances [19] . Furthermore, unfortunately traditional dietary and culinary practices in Mediterranean countries, including those regions where the traditional MedDiet was originally described, have progressively modernized and are now influenced by Western dietary habits and increasing urbanization rates [20, 40] . Even in landmark clinical trials, there is discordance in the interpretation of a MedDiet amongst researchers. Specifically, the pioneering Lyon Diet Heart Study [41] and most recently the PREDIMED study [13] were not traditional MedDiet interventions. For example, in the Lyon Diet Heart Study, unlike a traditional MedDiet, the MedDiet intervention was not high in total fat, and participants were asked to replace butter and cream with an α-linolenic acid enriched margarine [41] . Exclusive use of olive oil was not recommended because it was not culturally accepted as the only oil source in the diet. The PREDIMED study illustrated an example of a modified MedDiet given that the study design involved examining the efficacy of two MedDiets; one supplemented with extra-virgin olive oil and the other with mixed nuts [13] . Nevertheless, results from both studies were impressive with both trials stopping early with preliminary analysis indicating that the MedDiet intervention across both trials significantly reduced the incidence of primary [13] and secondary [41] cardiovascular events, respectively.
To attain a greater understanding of the mechanisms associated with the proposed health benefits of the MedDiet, adherence to the dietary pattern must be quantified. Dietary patterns can be defined in a number of ways including general principles and descriptions of the diet, a priori scoring systems, a posteriori dietary pattern formation, dietary pyramids or by food and nutrient analysis [16, 21, 24, 42] .
Over the past several years, adherence to a MedDiet has been estimated mainly through the creation of diet quality indices such as a priori scoring systems as they simplify analysis of adherence to the diet in relation to different primary health outcomes [8, 16, 43] . Unfortunately, however, these scoring systems are not homogeneous and differ between studies, making comparisons difficult. More recently, two of the most pertinent scoring systems that have been used to operationalize the MedDiet include: (1) the Mediterranean Diet Score (MDS) developed by Trichopoulou et al. [25] ; and (2) the 14-item Mediterranean Diet Adherence Screener (MEDAS) [44, 45] used in the PREDIMED study [13] . The MDS is built by assigning a value of 0 or 1 to a total of nine dietary components with the use of gender-specific medians within the studied population as the cutoff [25] . However, a potential limitation of the MDS is that it is based on sample medians, therefore the score is dependent on the habitual dietary characteristics of the sample, potentially limiting its generalizability [46] . In contrast, the 14-item MEDAS establishes adherence scores according to pre-defined normative criterion cut-off points for the consumption of specific food groups that are consistent with a MedDiet pattern (pre-defined servings/day or servings/week) [44, 45] . Regardless of the operationalization of adherence to a MedDiet, interpretation of a MedDiet is often characterized by a high intake of vegetables, fruits, nuts, legumes, unprocessed cereals, and extra-virgin olive oil; a moderate consumption of fish, shellfish and fermented dairy products (cheese and yogurt); a low consumption of meat and meat products, vegetable oils, processed cereals and butter; and the consumption of wine, typically during meals [21, 22] .
Studies included in the present review provided similar general descriptions of a MedDiet, emphasizing the same key dietary components and principals: an increased intake of vegetables, wholegrains and the preferential consumption of white meat in substitute of red and processed meat and abundant use of olive oil. However, the majority of studies failed to report type and variety of vegetable consumption, which is pertinent to the traditional MedDiet given that different colored vegetables contain a wide range of nutrients and bioactive compounds all of which possess different mechanistic actions in disease prevention and health promotion [47, 48] . Furthermore, the majority of studies also failed to report type and variety of wholegrain consumption. This is particularly relevant given that it was common for inhabitants of the Mediterranean basin in the early 1960s to consume large quantities of unrefined wholemeal, sourdough bread with each meal [49, 50] . Furthermore, rusks made from barley were a staple in Crete [50] . Surprisingly, the reporting of specific dietary recommendations for fruit, legumes, nuts, bread, red wine, and fermentable dairy products, all of which are key dietary components of a traditional MedDiet [21, 22, 25, 26, 50] , were less consistent and/or not reported. This suggests the potential for inadequate reporting of the dietary intervention in the methodology, or widespread differences in the interpretation of a MedDiet in dietary studies involving participants with chronic disease. Specifically, two previous systematic reviews reporting on the efficacy of adherence to a Mediterranean-style diet and the incidence of cardiovascular risk factors [51] and the metabolic syndrome [52] , respectively, also described marked heterogeneity with respect to the definition and interpretation of a MedDiet. Unlike the studies included in the present review, these two previous systematic reviews also reported on interventions which included individual constituents of the dietary pattern, rather than emphasizing all components of a MedDiet pattern. Importantly, dietary recommendations which simply promote a high consumption of fruits, vegetables, wholegrains, and fatty fish, and a lower consumption of red meat, butter, and energy dense discretionary processed foods is reflective of a "prudent" dietary pattern that is consistent with global dietary guidelines and recommendations. Although greater adherence to a prudent dietary pattern is associated with a reduced risk of chronic disease, disability and overall mortality risk [53] [54] [55] , it must be recognized and reported differently from a traditional MedDiet pattern.
Despite interpretative differences, the nutrient profile of the MedDiet has been described similarly for the past several decades; this includes a high monounsaturated:saturated fat ratio, a lower omega-6:omega-3 ratio, moderate ethanol intake, high intakes of dietary fiber, vitamins, minerals, antioxidants, and a range of non-nutritive compounds including polyphenols, carotenoids, and flavonoids; moreover, the intake of animal protein in a traditional MedDiet was low [16, 21, 22] . This is likely given that different foods can provide similar nutrients. Irrespective of interpretative differences of a Mediterranean-style diet, all studies included in the present review reported favorable outcomes in persons with T2DM ranging from improved glycemic control, reduction in coronary risk factors, attenuation of the inflammatory response, improved endothelial functioning and a delayed need for diabetes medications [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] suggesting that a Mediterranean-style dietary intervention is associated with improved management and delayed progression of comorbid outcomes in persons with T2DM. Mechanistically, the synergistic relationship in the complex matrices of plant based foods, together with the anti-inflammatory and high antioxidant components of a MedDiet is likely to explain the cardiometabolic benefits associated with adherence to a MedDiet in persons with T2DM [56, 57] . However, it is unknown whether these benefits are dose dependent, highlighting the need for greater consistency between studies in the types and amounts of foods that are recommended as a component of a MedDiet intervention.
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Conclusions
The MedDiet has been described similarly for several decades; however, there is a need to distinguish between the traditional dietary patterns of inhabitants from Crete, Greece, and Southern Italy in the early 1960s versus modern MedDiets prescribed in intervention studies. In the present review, we showed considerable variation in the qualitative interpretation of the dietary pattern. Furthermore, we also found that the reporting of MedDiet interventions in clinical trials involving participants with T2DM was inadequate, despite a number of studies referring to their intervention as a 'traditional' MedDiet. Differences in the interpretation of a MedDiet are not surprising given that the MedDiet is a product of the socio-cultural history of different countries of the Mediterranean basin. Moreover, a continuous evolution of the traditional dietary pattern, evolving from generation to generation suggests replicating a traditional MedDiet is challenging. Nevertheless, it would be prudent to clearly define a modernized MedDiet and continue to investigate its efficacy in health research. Irrespective of interpretative differences of a MedDiet and/ or poor reporting of the dietary intervention, a number of studies reported favorable cardiovascular outcomes and improved glycemic control with a Mediterranean-style diet. However, to better explore the mechanistic benefits associated with the MedDiet, we call for greater consistency and accuracy in the reporting and operationalisation of a MedDiet. Furthermore, to preserve the uniqueness of a traditional MedDiet pattern that was once followed by poor rural societies, future investigations should refer to the dietary pattern as a 'Mediterranean-style' diet. Exploring the introduction of new foods in addition with qualitative and quantitative nutritional analysis and consideration for geographical location is warranted for the refinement of a modernized MedDiet definition.
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